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There is considerable evidence that psychosocial
treatments benefit younger adults with schizophrenia.
However, no studies have been undertaken of such
interventions for older patients with schizophrenia.
This report describes the development of a novel
integrated treatment combining cognitive-behavioral
therapy (CBT) and social skills training (SST). This
intervention is designed to address the needs of older
patients with schizophrenia by challenging beliefs
common in this population that interfere with
treatment and by providing repetitive practice of
behaviors to improve retention and skill development.
The authors provide two case reports and pilot data
suggesting benefits of this approach.

(The Journal of Psychotherapy Practice and
Research 2000; 9:149–156)

Schizophrenia is arguably the most expensive men-
tal disorder,1,2 and its cost is highest in the oldest

patient groups.3 The number of older individuals with
schizophrenia (as well as other psychiatric disorders) in
the population is expected to increase dramatically over
the next several decades.4 Despite the increase in per-
sonal and societal costs associated with aging patients
with schizophrenia, development and testing of psycho-
therapeutic interventions for these patients has been
practically nonexistent. Trials of manual-guided psy-
chotherapeutic and behavioral interventions for com-
plementing the therapeutic effects of antipsychotic
medications for older patients with schizophrenia are
urgently needed. By improving independent social
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functioning of older patients with schizophrenia, such
interventions may prevent excess disability and pre-
mature institutionalization of these patients and reduce
the burden and stress on families and caregivers.

A growing literature suggests that treatments such
as cognitive-behavioral therapy (CBT) and social skills
training (SST) are effective in improving the quality of
life of younger adults with schizophrenia.5–7 However,
these interventions have not been used to address the
specific needs of older patients with schizophrenia. The
purpose of this article is to describe the development of
an integrated intervention based on CBT and SST de-
signed to improve the functioning and quality of life of
older individuals with schizophrenia. We first review
published studies of CBT or SST in younger schizo-
phrenia patients, then describe the development of an
integrated model, and finally present initial data on the
use of this new therapy in a group of older patients.

REVIEW OF CBT AND SST FOR PATIENTS WITH
SCHIZOPHRENIA

The theoretical basis for using CBT and SST can be
derived from the biopsychosocial stress-vulnerability
model of schizophrenia.8–10 Within this framework,
stressors impinge upon cognitive and psychobiological
vulnerabilities, leading to symptom exacerbation and
decreased social functioning. Cognitive vulnerabilities,
such as neurocognitive decline and beliefs about a de-
creased ability of older people to change, tend to in-
crease with aging, and many typical stressors occur
more frequently in older than in younger adults (e.g.,
physical illness, social isolation, developmental role
changes, losses of close friends and relatives, and finan-
cial problems). CBT and SST can potentially improve
functioning by

1. Reducing cognitive vulnerabilities (e.g., rigidity of
thinking; self-defeating beliefs).

2. Improving the individual’s ability to cope with
stressors (e.g., developing larger social networks;
learning to ask for support).

3. Improving adherence to treatments that modify
biological factors (e.g., pharmacotherapy).

Mounting evidence indicates that psychotherapeu-
tic interventions, when combined with careful phar-
macotherapy, can improve functional outcome and

symptom control in younger adults with schizophre-
nia.7,11–18

Cognitive-Behavioral Therapy for Schizophrenia

There has been a recent upsurge in the use of CBT
for schizophrenia.15–18 CBT was originally developed as
an intervention for depressive disorders19 but has been
modified to address the needs of patients experiencing
a variety of other mental illnesses, including anxiety dis-
orders,20 substance dependence,21 and personality dis-
orders,22 as well as psychotic disorders.15–18 CBT trains
patients to identify problematic thoughts and behaviors
and to engage in exercises (both cognitive and behav-
ioral) that help dispute irrational or unhelpful beliefs.

Several studies15–18 have recently shown that CBT
designed to challenge the beliefs underlying delusions
can reduce delusional conviction, general symptom-
atology, and depressive symptoms in patients with
schizophrenia.15 CBT directed at a patient’s beliefs re-
garding the nature of auditory hallucinations (e.g., that
voices need to be obeyed) led to reduced conviction in
those beliefs, reduced distress, increased adaptive be-
havior, and reduced auditory hallucinations.16 Sensky
et al.6 demonstrated that both CBT and a “befriending”
intervention control led to reductions in psychotic
symptoms. However, at 9 months post-treatment the
CBT participants continued to show improvement, and
those in the control condition did not. Other CBT in-
terventions that focused on improving coping skills
have also been shown to reduce positive psychotic
symptoms.17,18

Social Skills Training for Schizophrenia

SST interventions employ behavioral and social
learning principles to teach skills involving medication
management, early detection and self-management of
symptoms, coping with life stress, grooming and hy-
giene, interpersonal problem-solving, and conversation
skills. Goals of treatment are explicit (e.g., “telling my
doctor I’m experiencing side effects” as opposed to “im-
proving communication”), sessions are clearly planned,
agendas are provided in manuals and patient work-
books, and homework assignments (in vivo practice)
are given. Pre-packaged SST modules23 are available
that include manuals for therapist training, patient
workbooks, and demonstration videos.

When used in conjunction with pharmacotherapy,
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SST has been validated as effective for patients with
schizophrenia.7,11–14 Benton and Schroeder5 conducted
a meta-analysis of 27 studies of schizophrenia patients
that used SST modules and concluded that SST resulted
in reduced length of hospital stay; reduced relapse rates;
significant acquisition, durability, and generalization of
social skills; and improved social adaptive functioning.

Limitations of CBT and SST for Schizophrenia

Although both CBT and SST have been shown to
be beneficial, there are also limitations to these inter-
ventions. They are recommended only as adjunctive
treatments, in the context of adequate pharmacother-
apy, rather than as primary treatments.24 In addition,
although studies generally show improvement in symp-
toms and functioning, patients do not usually become
symptom-free. Rather, patients continue to have signifi-
cant levels of symptoms and functional impair-
ment.5,15–18

Older patients may have particular issues, such as
health concerns and belief systems, that present special
challenges. Health problems may prevent some pa-
tients from engaging in the repetitive practice required
by SST and may also demoralize them. In addition, be-
cause of beliefs common among older adults (e.g., “an
old dog can’t learn new tricks”), some patients may hes-
itate to practice skills or to even engage in treatment.
These problems could be alleviated by CBT interven-
tions that focus on testing limitations and trying out new
skills while learning to challenge unhelpful beliefs about
aging. On the other hand, the repetitive and concrete
nature of SST may provide a better learning model than
CBT to compensate for neurocognitive impairments. In
addition, some older patients may be less willing to be
involved in “psychotherapy” because of age cohort–re-
lated biases, but more willing to participate in skills
training “classes” such as SST.

Other age-related factors may limit patients’ ability
to benefit from SST and CBT. Many patients with
schizophrenia have neurocognitive deficits in attention,
memory, and executive functions. Several of these neu-
rocognitive functions decline further with aging. Addi-
tionally, a lifetime of comorbid factors (e.g., poor
education, lack of work, physical illness, poor nutrition,
poverty, side effects of medications) may negatively af-
fect cognition in older patients with schizophrenia.
Greater neurocognitive impairment has been found to
be associated with medication adherence problems, im-

paired social adaptive functioning, and poor response
to psychosocial interventions,9,11,25–30 whereas severity
of positive symptoms appears to be a less useful predic-
tor of social adaptive functioning and outcome.31 There-
fore, in planning interventions for older patients with
schizophrenia, compensatory or remediation strategies
are needed to address the neurocognitive impairments
of this cohort.

In summary, integrating CBT and SST could be
beneficial because

1. Both have been shown to be effective at reducing
symptoms and in facilitating medication adherence
in younger patients.

2. They derive from a common rationale and are
complementary interventions.

3. Older patients have specific beliefs about not being
able to change that CBT may be effective in mod-
ifying.

4. Older patients have specific stressors such as loss of
role, loss of supports, and health problems for
which CBT and SST each provides useful coping
strategies.

5. The repetitive, concrete, practice-learning model of
SST may help compensate for neurocognitive im-
pairments.

At the same time, CBT and SST address different
needs. Whereas CBT explicitly identifies distorted
thinking and provides individuals with skills to modify
thinking and improve functioning, SST focuses on re-
petitive practice of behavioral skills without emphasiz-
ing cognitions. Although the two theories overlap in
common practice, to our knowledge there has not been
a systematic integration of these two models designed
to draw on the strengths of each. By combining these
interventions, we hope to address issues that are par-
ticularly problematic in middle-aged and older patients
with schizophrenia.

In addition to combining these two treatment ap-
proaches, we have incorporated additional changes to
make the treatment more beneficial for older patients.
Areán32 makes several recommendations for CBT with
older adults, including the use of mnemonic strategies,
multiple learning modalities, repetitive communication,
and graded task assignments to improve retention and
compensate for neurocognitive deficits. CBT interven-
tions that include such modifications have been shown
to be effective treatments for older depressed patients.33
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By combining CBT and SST, with specific modifica-
tions for older individuals, we hope to improve the func-
tioning and well-being of older patients with
schizophrenia.

METHODS

Participants

A group of 10 middle-aged and older patients with
schizophrenia who were enrolled in an Interventions
Research Center (IRC) consented to be in this pilot
study. One patient dropped out of the study before the
group started. Eligibility criteria were 1) being over 45
years of age, 2) having a diagnosis of schizophrenia or
schizoaffective disorder based on the Structured Clini-
cal Interview for DSM-IV (SCID),34 and 3) being phys-
ically and psychiatrically stable enough to undergo the
various assessments. The participants were representa-
tive of the IRC population, with a mean age of 62.6
years (SD�8.7, range 53–74), a mean education level
of 12.8 years (SD�2.2), and with a majority of the sam-
ple being male (7 of 9) and Caucasian (6 of 9; 1 partic-
ipant was African American and 2 were Hispanic). All
but one participant was currently taking antipsychotic
medication; 3 were on typical antipsychotic medication
and 4 on atypical medication (one switched from typical
to atypical antipsychotic medication during the course
of the study). We were unable to determine medication
type for one patient who was enrolled in a double-blind
research protocol comparing typical and atypical med-
ications. The patients had a mean baseline score on the
18-item Brief Psychiatric Rating Scale (BPRS)35 of 41.1
(SD�7.9).

Assessments

Baseline assessment for the group participants in-
cluded a clinical interview to obtain a detailed history
and information about current symptoms and medica-
tions. Participants completed the Sheehan Disability
Scale (SDS)36 both before and after treatment, and filled
out a Goals Questionnaire before treatment. The par-
ticipants were asked to provide anonymous comments
on their group experience at the end of treatment.

The SDS is a three-item questionnaire that assesses
the degree to which a person’s feelings or emotional
problems disrupt his or her work, social life, and family

life/home responsibilities. The scale ranges from 0 (no
disruption) to 10 (marked disruption). The Goals Ques-
tionnaire, given prior to treatment, was designed for this
study to ascertain which goals the patients hoped to ac-
complish by participating in the group. At the end of
treatment, patients were asked if their goals had been
met.

Development of the Intervention

We relied on several sources of information to iden-
tify critical areas to target for our intervention, including
a review of the literature on the use of psychotherapeu-
tic management of schizophrenia, our own clinical ex-
perience in working with older patients with
schizophrenia, and a survey of patients in our IRC ask-
ing them about their potential treatment goals for a psy-
chotherapy group. The intervention method that we
developed included both CBT and SST components
(CBSST). The CBT training was based on a manual de-
veloped by Muñoz and Miranda (unpublished). We
chose this manual because it was designed to be simple
and easily understood, and emphasized coping with on-
going difficulties that older people face (e.g., health
problems, financial limitations) to a greater extent than
other CBT interventions. Both schizophrenia and older
age are associated with greater cognitive deficits, and
thus the intervention included multiple modalities (writ-
ten materials, group discussion, posters, and lecture) to
provide information, training in mnemonic compensa-
tory strategies, repetition of basic themes throughout
the course of the group, and extensive skills practice.
We chose to draw from the SST interventions devel-
oped by Liberman et al. because of evidence37 sup-
porting their efficacy.

The intervention included three 4-session modules,
for a total of 12 weekly 1-hour sessions. One module
focused on cognitive-behavioral skills. The process of
thought-challenging was described by using a mne-
monic called the “three C’s”: Catch the thought (iden-
tify cognitions), Check it (assess whether the thought
contains any distortions and/or interferes with function-
ing), and Change it (develop alternative thoughts). This
module included

1. Training patients in basic thought-challenging
skills.

2. Using those skills to increase adherence with treat-
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ment recommendations, including medication and
group homework compliance.

3. Training in coping with and preventing symptoms.
4. Reducing conviction regarding delusional beliefs

and beliefs about hallucinations.

CBT involves identifying patient behaviors that
lead to unwanted outcomes (e.g., poor medication com-
pliance); identifying thoughts and beliefs that lead to
these behaviors (e.g., “I don’t need medications, they
never help”); identifying the distortions in those beliefs
(e.g., all-or-nothing thinking distortion such as “medi-
cation never helps”); and gathering evidence that con-
tradicts unhelpful beliefs (e.g., “I am able to stay out of
the hospital when I stay on my medication; that suggests
that it helps in some way”). Patients were trained to use
this process to examine their thinking, then modify their
thoughts to increase healthy thoughts and behaviors.
The module addressed specific issues faced by older
patients with schizophrenia, including beliefs regarding
ability to change; coping with chronic medical prob-
lems; coping with stressors (e.g., loss of role or sup-
ports); and dealing with sequelae of long-term
neuroleptic treatment.

The next module focused on symptom self-man-
agement. In this module, several skill areas (e.g., prob-
lem-solving; identifying warning signs of relapse;
managing warning signs) from the Symptom Manage-
ment Module of the UCLA Social and Independent
Living Skill Series23 were modified for use with elderly
patients. Sessions focused on identifying relapse warn-
ing signs and developing an “emergency plan” for cop-
ing with these symptoms and preventing relapse
through self-monitoring homework and role-plays on
discussing symptoms with a physician. Thus, the mod-
ule attempted to increase knowledge and awareness of
psychiatric illness and provide coping skills for improv-
ing medication adherence and communicating better
with health care providers and social support systems.
Patients received information and completed exercises
in workbooks (e.g., self-monitoring forms, worksheets)
that emphasized communication skills and self-obser-
vation. Skills training in this module relied heavily on
feedback and praise during behavioral role-plays car-
ried out by patients in groups, as well as in vivo practice
and homework assignments. The module incorporated
a number of age-relevant content modifications, includ-
ing age-relevant role-play situations (e.g., talking with a
primary care physician about medical or sensory prob-

lems), social support (e.g., enlisting a resource person to
identify warning signs in the development of the “emer-
gency plan”), and stressors (e.g., differentiating warning
signs from stress reactions to loss).

A third module focused, in part, on skills for man-
aging persistent symptoms from the Symptom Manage-
ment Module23 and was supplemented with CBT and
mnemonic strategies for coping with symptoms and
promoting treatment adherence. The primary focus was
on coping with persisting symptoms through medica-
tion adherence strategies as well as cognitive and be-
havioral strategies. Mnemonic aids and environmental
structuring were also provided to promote medication
adherence. Patients were asked to identify and monitor
persisting symptoms and practice cognitive skills (e.g.,
silent self-talk and “check-it-out”) and behavioral skills
(e.g., distraction by music or activities) to cope with per-
sisting hallucinations and delusions. Problem-solving
and role-play techniques were also used to address the
problem of persisting symptoms.

All of the patients received weekly homework as-
signments in all modules that were based on the three
C’s and the current topics of the week, and these home-
work assignments were reviewed in group. The final
session was an evaluation and feedback session, in
which patients could comment on their group experi-
ences and discuss how to continue to use skills they had
learned. The group was administered by the third and
fourth authors (Ph.D.-level psychologists) under super-
vision by the first and second authors.

RESULTS

Table 1 provides a summary of responses to treatment
for all participants. Because of holiday scheduling, pa-
tients received 11 sessions, with the last two treatment
sessions being combined. Of the 9 patients who began
group treatment, 6 attended 10 or 11 sessions, 1 at-
tended eight, 1 attended five (missing four because of a
medical illness), and 1 attended three sessions. There
were 10 homework assignments, and 6 participants
completed at least 80% of their homework assignments,
1 completed 60%, and another 2 (including the one with
medical illness) completed at least 20% of the assign-
ments. On the CBSST group evaluations at the end of
treatment, participants’ comments included the follow-
ing: “Instructions were sensible and easy to follow”;
“Homework size was just right”; “More time [needed
for the group]”; “I gained some insights about my men-
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tal problems that I feel are important to me”; “The 3-
C’s [technique] is a good idea”; and “[The group] was
very clear—really enjoyed hearing the other group
members share.”

CASE EXAMPLES

Case 1. Ms. A. was a 55-year-old single Caucasian woman
who complained of an inability to communicate assertively
with family members. Ms. A. stated that her family was “in
denial” about her illness and expected her to routinely pro-
vide daycare for a sibling’s young children and to engage in
other high-responsibility tasks. This was overwhelming for
Ms. A., who said that her symptoms, including paranoid de-
lusions, worsened as a result of these added responsibilities.

In the initial phase of treatment Ms. A. applied the 3-
C’s exercise to her distorted thinking, in particular her para-
noid ideation. Ms. A. reported that she could use the 3-C’s
to reduce her endorsement of paranoid beliefs. In the sec-
ond module, Ms. A. practiced assertive communication in
role-plays with the therapist and other group members.
Over the course of the group sessions, she said that she was
able to tell her family members “no” to high-responsibility
tasks with which she felt uncomfortable. Ms. A. also said
that she was able to help her family better understand her
illness so they would have a better sense of her capabilities
and limitations. On the SDS, which assesses the extent to
which a person’s feelings or emotional problems disrupt
work, social, and family functioning, Ms. A.’s baseline
scores decreased from marked disruption to mild-to-moder-
ate disruption following treatment.

Six months after completing the group, Ms. A. reported
that she was better able to communicate with a variety of
people because of the skills she had learned in the CBSST
group. She remarked that she had recently read some medi-
cal texts and became convinced that she had “brain cancer.”
She was concerned about speaking to her doctor, so she first
role-played the situation with her boyfriend prior to speak-
ing with her doctor. When she spoke with her primary care
physician regarding her concern, he provided her with evi-
dence contrary to her belief and suggested she immediately
stop reading the book. On the basis of the data from her
doctor, she labeled her belief about cancer a false belief and
was able to effectively challenge her fear. Ms. A.’s descrip-
tion emphasized both the CBT and SST components of the
intervention.

Case 2. Mr. B. was a 53-year-old married Caucasian male
veteran with 12 years of education. Mr. B. had a long his-
tory of chronic paranoid schizophrenia. Mr. B. suffered from
ideas of reference and paranoid delusions, including the be-
lief that the therapists were members of the Mafia. In addi-
tion, during the fourth session of treatment Mr. B. reported
that he regularly heard voices and experienced command
hallucinations.

Mr. B. actively participated in the CBSST group. He
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was always punctual, attending all sessions but one, and
compliant with his homework activities. During the initial
phase of treatment, we encouraged him to apply the 3-C’s to
his auditory hallucinations and delusions of reference by
checking the evidence for the thought that the therapists be-
longed to the Mafia. Mr. B. did not find these exercises par-
ticularly helpful and continued to endorse suspicions and
the belief that he needed to obey his auditory hallucinations.
During the second module, however, Mr. B. appeared to de-
velop increased social awareness of others in the group and
a decreased sense of mistrust and guardedness. Through the
use of interactive role-playing, the emphasis on nonverbal
and verbal communication techniques, and the interchange
of similar experiences via class and homework activities, Mr.
B. interacted more appropriately with both the group mem-
bers and the group leaders, and, as a consequence, received
more positive feedback.

At the end of the group therapy, Mr. B. noted that he
still experienced paranoia and auditory hallucinations, but
also that he had “gained insights into his mental problems”
and that he felt he had been heard by the group members.
In addition, he reported that for the first time he felt the
psychiatric community not only understood what schizo-
phrenia really was, but had also made genuine efforts to un-
derstand how it really feels.

Six months later during a follow-up, Mr. B. reported
doing well. He had been keeping track of his warning signs,
felt more trusting of his doctor, and was complying with his
medications. He reported using the 3-C’s technique “once in
a while” but did not feel it was automatic and suggested that
we have longer group sessions with more time to practice.
Despite his chronic paranoia and auditory hallucinations,
this group member after 12 weeks was able to interact more
effectively with people, increase his trust with others, make
use of simple techniques long after the group was over,
monitor and manage his symptoms, adhere to his treatment
plan with the doctor, and gain some insight into his illness.

DISCUSSION

This report describes the development and pilot admin-
istration of an intervention designed to provide the nec-
essary skills for older patients with schizophrenia to
manage their illness and improve their functioning. We
sought to integrate two well-established, empirically
validated interventions. Although our preliminary find-
ings are limited, patients reported that they found a va-
riety of components helpful. This feedback suggests that
future evaluations of this intervention hold promise. In
addition, the high levels of participation and compli-
ance with homework suggest that participants were able
to engage effectively in these exercises.

This project demonstrates 1) the feasibility of re-

cruiting older patients with schizophrenia to participate
in therapy group; 2) the active participation of members
in cognitive and skills-building activities in and out of
group; and 3) good treatment adherence by a majority
of participants.

Nonetheless, several caveats are in order. Although
some participants filled out the SDS at both pre- and
post-treatment, we did not report statistical analyses be-
cause of the small sample size and uncertain reliability
of the measure. In future studies, investigators should
use interview- and observation-based assessments of
functioning and symptom change to assess the impact
of treatment, particularly since patients with schizo-
phrenia may not provide reliable responses on self-re-
port instruments.

There are limits to the intervention as developed,
as well. The intervention tested is quite brief. Previous
studies have involved interventions that lasted several
months to years, and in future studies it will be neces-
sary to address the length of treatment necessary to ef-
fect change. The current intervention allowed little time
for repeated practice of each skill learned in session, and
lower-functioning patients in particular may need more
in-class training. Also, the use of a group format may
be difficult for some patients. The patient who missed
the most sessions had difficulty with paranoia, which
may have been exacerbated in the group setting. It may
be important to have individual therapy available for
some patients.

To address some of these issues, randomized, con-
trolled trials, in which a relevant comparison group is
included, are necessary to determine whether the com-
bined CBSST intervention adds benefits beyond stan-
dard pharmacotherapy and simple supportive contact.
It will also be necessary to measure hypothesized me-
diators of change (e.g., social skills, improved cognitive
functioning, reduced negative beliefs) to determine
which proposed mechanisms of improvement are in
fact contributing to better functioning. We believe that
the preliminary study presented here points to a need
for further work in this promising approach to treat-
ment.
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